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Separate costs into fixed costs and non-fixed costs categories.

Apply inflation as outlined in C.1.(a)and(b) to non-fixed costs from the
cost report period for the effective date of the rate change.

Add fixed costs to inflated non-fixed costs to determine the base rates.

Add 5% ROI to determine new rates.

For those levels of care with no providers, 8% from the next highest LOC amount will be
used to determine a per diem rate.

STATE

DATE REC:

DATE Appe7i

“AHjustments shall be made to rates by CAP/LOC for particular items of costs that have
in

creased beyond the amount that normal inflation has been able to compensate.

Kjustments shall be made to rates by CAP/LOC for material changes in occupancy levels,
not below 80%.

'ese type adjustments shall be determined based on the aggregate for each CAP/LOC
ouping. Adjustments that are not indicative to all CAP/LOC groupings shall be made

ly to the affected CAP/LOC.

uring non-rebasing years, the current rates will be inflated as outlined in C. 1.(a) and (b)

he Bureau of Health Services Financing will review rates annually to determine the need

10.

11.

for rebasing rates. The rates shall be rebased when there is at least a 5% difference in
comparing the total payments to facilities and the overall audited and/or desk reviewed cost

of the same rate year.

Effective for dates of service on or after March 1, 2000, private facilities are
reimbursed at ninety three percent (93%) of the per diem rates in effect as of
February 29, 2000 as calculated in 9. above.

Level of Care Appeals

Level of care determinations may be appealed by providers utilizing the same
appeal process afforded to other long term care providers by the Bureau.
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